A fter a patient has received occupational therapy services and the proVider has sent the bill for services to the fiscal intermediary (an insurance company that contracts with the federal government to process Medicare claims), a medical review may take place to ensure that the services prOVided are covered under Medicare regulations. At the beginning of 1989, the Health Care Financing Administration (HCFA) introduced new gUidelines for these occupational therapy reviews, called "Outpatient Occupational Therapy Medicare Part B Guidelines" (see AppendiX A). These guidelines speed the process of reimbursement, yet also require that proViders complete their Part B bills (UB-82 form) with 100% accuracy.
The purpose of the present article is to explain the medical review process via a focus on occupational therapy claims and an outline of what medical reviewers must have before providers can be reimbursed for services. A documentation example that includes the elements to establish medical necessity is also proVided.
The Importance of Proper Documentation
As Medicare medical reviewers for Blue Cross of California and practicing occupational therapists, we have an opportunity to observe the medical review process from both perspectives. We understand the problems involved when a claim is denied or sent back to the prOVider for further information, and we have found that thorough documentation is the key to successful reimbursement. Documentation requirements may seem trivial when compared with the complex and, at times, overwhelming degrees of disabilities that patients present. However, responsibility for proper documentation of services is no less important than the selection of the most effective treatment approach or the provision of the best clinical care. Documentation is the only tangible evidence of the critical link between the therapist's clinical reasoning and the patient's functional performance outcome. Improper documentation can result in a claim being denied or returned to the proVider for additional information, thus jeopardiZing the patient's access to further treatment.
When a claim is denied for technical reasons, the billing office and the beneficiary receive a claims correction notice, which proVides basic information concerning the denial. When the claim is denied for medical necessity, a Medicare denial letter is sent. The occupational therapist should review denied cases indiVidually and determine if an additional technical requirements review or a medical necessity review is warranted.
Technical Requirements Review
The first step in a medical review for most fiscal intermediaries, including Blue Cross of California, is to screen specific areas of the claim or bill and to check that these areas are completed and that the information fulfills the requirements for an outpatient Part B bill. During this initial technical, or Level I, review, the areas typically checked are the ICD-9 diagnosis code (the diagnosis related to the occupational therapy treatment), the onset date for the treatment diagnosis, the start-of-care date, the dates of service, the number of treatment visits for the period billed, and the total dollar amount for the treatment visits.
At Blue Cross of California, if all of these areas meet the requirements, the claim will pass the Level I review and be paid right away. If, however, these basic technical requirements are not met, the claim is reviewed for medical necessity (Level II review).
Clerical Errors
Many technical errors can be traced to improper coding for diagnosis and treatment: perhaps the billing clerk responsible for completing the claim has misunderstood an occupational therapist's notes or has had little experience in proper coding. Common errors at this level include the following:
• The diagnosis on the bill differs from the diagnosis of concern to the occupational therapist. For example, the diagnosis code on the bill may indicate that the diagnosis is urinary incontinence, but the diagnosis that caused the referral to the occupational therapist is cerebrovascular accident. It is essential to specify the diagnosis used to establish the occupational therapist's goals. • The number of treatment units is mistaken for the number of visits, thereby causing the number of visits to appear excessive for the billing period • The start-of-care date and the onset date are the same. Except for an emergency room visit, the start-of-care date typically occurs after the onset date. For example, the date of the onset of multiple sclerosis would be prior to the date of the first day of therapy.
These clerical errors cause a delay in claim processing because additional or corrected information is reqUired before the final review of the claim. The occupational therapist can reduce these delays by making sure that the billing office has accurate information (Blue Cross of California provides a form for recording such information). Education to increase billing accuracy can be provided through workshops, printed materials, audiotapes, and computer programs. One such computer program, PT Medicode+, developed by Blue Cross of California (1989) , addresses the billing problems specifically cited by the American Occupational Therapy Association ("Update on Medicare," 1988) . Although originally designed to assist in physical therapy billing, this software program also pertains to occupational therapy billing and is available in two versions: 1500 for private practices and UB-82 for hospitals, rehabilitation facilities, nursing homes, and home health care agencies.
Request for Medical Records
When a claim falls outside the norms established by Level I review for the fiscal intermediary, the thirdparty payer may request that the provider supply medical information for further investigation into the claim. This request does not indicate an automatic denial, it simply represents a reviewer's desire for further clarification to ensure a fair and objective decision on the case.
For a complete, fair, and accurate review, these medical records must include documentation of (a) the patient's medical history (supplied by a physician or through an interview with the therapist), (b) a physician's referral, (c) physician certification, (d) an initial evaluation, (e) daily documentation from the start-of-care date, ([) weekly and monthly progress notes, and (g) an itemized financial ledger showing daily charges. The third-party payer's medical reviewer then uses the concurrent review form (see AppendiX B) to ascertain that technical requirements have been met and to determine if the therapy provided is at a covered level of care.
A request for medical records is initiated well after services have been prOVided. The folloWing is a gUideline for the provision of complete documentation of services and for the avoidance of deficient records.
Patient's medical history. These records, which are supplied by the physician or through an interview with the therapist, should provide supportive information to substantiate the need for the stated intervention.
Physician's referral. A physician's referral shou Id include (a) the occupational therapy treatment diagnosis, (b) the onset date of the treatment diagnosis, (c) the actual or estimated date of any recent change in level of function, (d) a request for evaluation or specific orders, and (e) the date and the physician's signature. If the physician has ordered an evaluation, the therapist should establish a treatment plan (including the type of activity or procedure and the frequency and duration of treatment) at the time of the initial evaluation and sign and date this plan. Any changes or additions to this plan shou Id be in writing and should be signed and dated by the occupational therapist. If the physician has ordered a specific occupational therapy plan, the specific orders must be followed unless the therapist suggests or receives a change in orders from the physician. All telephone orders must be documented and then signed by the physician as required by state law and by facility and occupational therapy department procedures. Common errors in the physician's referral that cause delays or technical denials include incomplete or nonspecific orders (e.g., PRN orders), orders with a span of frequency and duration (e.g., two to three times a week for 4 to 6 weeks), and orders that do not state a specific type of treatment (e .g., activities as needed).
Physician certificatiOn. Certification for outpatient services is a statement written by the physician at the time treatment is begun indicating that the patient needs occupational therapy services. This certification is good for 30 days from the date of the initial evaluation or the start-of-care date.
Blue Cross of California accepts the initial physician's referral as the first certification. On or before the 30th day of treatment, and every 30 days thereafter, recertification must be obtained in writing and signed and dated by the physician. The use of a stamp for the physician's signature on orders, certification, or recertification is not valid. The original certification and recertifications with the physician's signature should be kept on file.
Certification or recertification may be in any form, but must contain the follOWing key elements:
• A statement that the physician has seen the patient during the 30-day period • A statement of the need for continuing outpatient occupational therapy • A statement estimating the length of time services will be needed to achieve the treatment goals • A statement of the physician's intention to review the case every 30 days
Initial evaluation. These records must contain baseline data-both subjective and objective-that measure the relevant recovery factors for that patient's treatment diagnosis. Goals must be clearly stated and must relate directly to the baseline recovery factors.
Daily documentation from the start-ofcare date. At a minimum, daily documentation should state the date of treatment, the type of treatment, the length of the treatment session if the therapist billed by time and procedure, and the patient's progress, including documentation of changes whenever they occur. If no changes are occurring, that fact should be documented.
Weekly and monthly progress notes. Brief weekly notes stating changes from the beginning of the treatment week and monthly su mmaries of changes from the beginning of the treatment month are required. Changes in the patient's ability to perform activities of daily living from one period to the next are summarized.
In daily, weekly, and monthly notes, the therapist should measure and document changes in key factors preViously identified as contributing to the patient's decreased function. Relevant factors, such as pain, loss of range of motion, loss of functional ability to follow or retain instruction, and attitude, are frequently related to the patient's performance. The notes should clearly state when the patient reaches a goal. Likewise, if the patient has not reached a goal, an explanation should be proVided.
To demonstrate that adequate supervision has been given, the daily notes of all occupational therapy assistants and aides must be cosigned as required by state regulation and Medicare's conditions of participation.
Itemized finanCial ledger shOWing daily charges. Itemized services that are billed on the financial ledger must match the daily occupational therapy treatment record. All services billed must be covered by benefits of the Medicare insurance program. Treatments such as biofeedback training for relaxation, driver's education, and case conferences are not covered by the program.
To avoid technical denials, we recommend that the occupational therapy department be responsible for reviewing the med ica I records before they are sent to the intermediary to ensure that they are clear and complete, that they include all items requested, and that they reflect the billing period in question. The therapist should include the complete records from the start-of-care clate. Determination of the patient's progress for the billing period under review is cHilicult without the initial evaluation, treatment notes, and summaries from previous hilling periods. The intermediary usually cloes not keep all of the previous medical records on file.
If a claim is questioned because technical requirements are not met, the areas concerning medical necessity are not reviewed. In the medical review process, the quality of a therapist's services may not matter if technical requirements have not heen properly addressed. The denial of reimbursement because of technical problems is troubling to a clinician.
Medical Necessity Review
Medicare denies coverage for tbe follOWing basic reasons:
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The patient shows no significant improvement
within a reasonable and predictable amount oftime. Reasonable is considered to mean that there is a greater than 50% probability that the patient will make significant improvement as a consequence of occupational therapy. Predictable amount of time is interpreted to mean that the planned frequency and duration of treatments is a knowledgeable estimate of how long it will take the patient to achieve therapy goals in relation to the diagnosis, severity, and prognosis of the condition. If at any point in the course of the treatment it is determined that the expectations will not materialize, occupational therapy services will no longer be considered reasonable. 
Determining Medical Necessity
To determine medical necessity, the intermediary reviews the patient's medical records from the start-ofcare date. In this review, the intermediary asks, Why does this patient need an occupational therapist now 1 The therapist's knowledge of disability and activity analysis must be combined with a reasonable expectation for improving functional performance. The medical reviewer's role is to determine medical necessity on the basis of documentation in the medical records that indicates that the patient's condition and level of function required the special knowledge and skill of an occupational therapist. As practicing therapists, we focus on the patient's disability, but as medical reviewers, we focus on whether the nature of that disability requires a therapist's knowledge to successfully help the patient.
Establishing Reasonability and Necessity of Services
To be covered by the fiscal intermediary, occupational therapy services must be reasonable and necessary. Services are reasonable if the patient has a fair or good rehabilitation potential for the established goals. A good rehabilitation potential exists when the patient's function is expected to improve significantly within a limited and predictable amount of time on the basis of the occupational therapist's initial assess-ment. Services are necessary if skilled occupational therapy is required to produce the expected improvement. If the expected improvement is not achieved, the intervening variables that invalidated the therapist's prediction of rehabilitation potential should be identified Documentation of the presence of a disability alone, however, is not enough. Therapists must identify the specific diagnosis (ICD-9 code) that substantiates the need for a skilled occupational therapist's assessment and must prove that the patient could only improve through the application of the therapist's special knowledge of activity analysis and treatment methods.
Documenting Treatment
To document treatment so that the medical reviewer does not need to search for treatment goals and for the patient's progress toward those goals, the therapist can use the follOWing four steps as gUidelines.
Step 1: The initial evaluation. In this step, the therapist asks, Where are we? and determines the patient's current levels through an initial evaluation. The initial evaluation begins with an interview of the patient, which is a crucial component of the evaluation and a prereqUisite to the establishment of a practical treatment plan. The interview follows a complete review of the medical record and focuses on the perspective of the patient, the caregiver, or both. The interview establishes what activities the patient can perform, how often these activities are performed, and if the patient or caregiver is satisit1ed or clissatisfied with his or her performance. A successful interview uncovers the patient's perceived problems, physical or cognitive disabilities, relevant medical history, and available family and community support. The interview establishes a request for services by identifying areas in which the patient is doing well or poorly, and by screening out activities that are not relevant.
After the initial evaluation, a list of activities requested by the patient or caregiver is developed and improved upon with the speCial knowledge and skills of an occupational therapist. The therapist should document the patient'S current levels for each of the requested activities. This is the starting pOint fOf the rest of the documentation.
Step 2: Rehabilitation potential In this step, the therapist asks, Where are we going? and What are the specific, expected levels of activity for the patient? The therapist then establishes measurable, realistic goals for the patient. Once the specific activities that can be improved through the intervention of an occupational therapist have been developed and the patient's current activity levels have been documented, the occupational therapist can determine the patient's expected levels. The therapist should write these expected levels as goals for each activity. Such goals must be measurable and must realistically reflect the patient's rehabilitation potential. Each of these goals must be specifically relevant to the performance of functional actiVities. Ascertaining the patient's potential for improving functional status is a critical assessment decision for the therapist. It not only determines the type of therapy intervention that may be used but also enables the therapist to predict the outcome of the intervention on the patient's task performance.
Step 3: The treatment plan. In this step, the therapist asks, How do we get there:> and What specific treatments will bring the patient to the expected levels? The therapist determines a specific treatment plan for each expected level identified in Step 2 and states the specific treatment plan and any changes in either the plan or its implementation. Documentation should include a record of treatment activities, modalities, and procedures; the patient's and family's education; the equipment ordered; the need for further evaluation; conferences with others; and discharge plans. The specifics of the discharge plan should be stated, that is, the amount of supervision reqUired, the education of the patient and family that has been accomplished and that is still reqUired, and a tentative discharge date.
Step 4: Assessment ofthe patient's progress. In this step, the therapist asks, How are we doing" The patient's progress is measured. This is the proof that the plan is working, the facts that prove that an occupational therapist is essential to the patient's progress. Each treatment diagnosis has a probable set of outcome alternatives. Once the treatment goal has been established, each progress note must reestablish the appropriateness of these goals and monitor the specific change the patient has made toward the goal.
Progress notes must contain a series of established causes and must measure progress and monitor functional outcome. Each note must reflect progress toward the determined goal. For example, if full range of motion of the shoulder is the goal, then the therapist should (a) establish that the causative factor (pain) is being controlled; (b) measure the shoulder's passive, active, and functional range of motion; and (c) monitor changes in specific tasks, for example, upper extremity dressing. Alternatively, the therapist could (a) establish that muscle weakness is the underlying cause of shoulder immobility; (b) measure quantitative changes in strength; and (c) monitor changes in specific tasks (e.g., independence in meal preparation at home). By establishing causes and measuring progress, the therapist clearly outlines each step tOward predetermined goals. This method will help substantiate that the services of an occupa-
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Step 2, Rehabilitation potential Instruct the patient in selfcare.
Step 3, Treatment plan Provide functional activities
Step 4: Assessment of the Patient improved in self-care. patient's progress tiona I therapist are indeed necessary to secure reimbursement, thus allowing for further treatment for the patient. See Table 1 for an example of sufficient and insufficient documentation.
Conclusion
When reimbursement is denied or delayed, it is often due to insufficient documentation-either the documentation lacks technical accuracy or lacks details supporting medical necessity. We recommend that the therapist pay attention to the areas that are screened for accuracy and take the time to review claims before they are sent to the fiscal intermediary. Regardless of the fiscal intermediary or medical reViewer, however, the suggestions on this paper were made to assist occupational therapists in submitting complete documentation for outpatient Medicare reimbursement.
Because clerical errors cause the majority of technical errors, we suggest that billing clerks as well as therapists and administrators become familiar with claims coding. PT Medicode+, a software program designed specifically to decrease billing errors, may be useful in this endeavor.
The guidelines presented in this paper to help therapists keep medical records can be usee! to provide the information necessary for a fair review. By following these gUidelines from the beginning of treatment, therapists will have proper documentation when records are requested. Additionally, the four steps of documentation that we proVided should help therapists develop a clear image of a patient's progress and should substantiate the need for the speCific skills of an occupational therapist, thus helping to establish medical neceSSity.
Specific Information (Sufficient)
The patient requires moderate physical assistance and step-bystep verbal cuing to dress (secondary to left-side neglect, decreased left upper extremity function, and diminished motOr planning) The caregiver is not knowledgeable of compensatory dressing techniques and typically performs these tasks for the patient. The patient will achieve at least a minimum assistance level for dressing with the use of compensatory techniques. The caregiver will learn the proper methods and cues for assisting the patient. The therapist will proVide dressing training and practice with the use of various compensatory techniques to determine the most suitable technique for the patient, combined with instruction of the caregiver to foHow through. The patient performs dressing with minimum assistance, requiring cuing for left arm placement into sleeve. Although the content changes, the reference number of the updates remains the same. The Coverage Issues Manual includes valuable information on the available benefits and exclusions of the Medicare program.
A fiscal intermediary is an insurance company that has a contract with the government to process Medicare Part A claims for payment. Each fiscal intermediary is assigned to one of nine HCFA regional offices. The HCFA central office provides direction and coordination responsibilities within the Social Security Administration for the Medicare program.
HCFA regulations establish the framework from which interpretations may be made. Each HCFA region proVides additional structure to HCFA gUidelines. Both the regional office and the fiscal intermediary use professional commudiary publishes Medicare bulletins and periodical1y holds nity standards to assist in the interpretation of regulations to workshops on billing and medical coverage issues. Blue meet the needs of the Medicare beneficiary. The medical Cross of California, for example, has published updates on a reviewers are instrumental in monitoring both commuvariety of issues, including certification, billing, and therapy nity standards and current interpretations of Medicare gUidelines. To obtain information on workshops and other guidelines.
services, the therapists should contact the fiscal interme· To keep the providers informed, each fiscal intermediary that processes their Medicare claims.
